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211 solpmaly confirm that assistance, f received from Koshika Founation, mlllfun used only fof ihe “purpose’, Be stuted in this Form, lor which such assistance
was requestad by me.

)1 ety confirm thal | have not & wil nof in future. avail of rembudrsement, i part of in full, from any other sourcelemployerfinsurance company, of the amount
for which this assisiance is regpiesisd [

nlhm{hnmiﬁiﬂHﬂMiﬂmﬂixm it &1 wfe el fewoor wn wee ssoee e wom 8 40 umoe P e wm et |
1) ¥ g W wwe oin *wfe wrEmT, @ & ow @ b oI £

xﬂﬁtﬁhﬂﬂl.immﬂwmh
1) 4 gfe v { fs fo wmm 4y o owniw W ol &, 9 0w A L_hﬁnwﬁ#ﬁﬂﬂiﬂwt#?ﬂ wfem d #my

AGREEMENT by APPLICANT (e gm %)

1) By afficing my skgnature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and it's Trustees 1o

Uil publishpul supfrapraduce my mame, eddress, phota & details of the “purtiess”, for which such assistance is requesiadigranted, through any
miestium, inclsding but not imited 1o verbal, print, electronic, for sobciiing dormtions for Koshika Foundation and/or disseminating Information about it's
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By affiung hereunder, sgnature of our Authonsed Signatory for recammaending this casefpatient for financinl assistance from Koshika Foundation, we
[Hospital) heraby affirm A accapt followang: | |

1) thnt we nedner ara presently nos will in fiture oeall of Anancial assistance from another NGO or any other source, for the samae patient/case, as we are
requasting to gol from Koshika Foundation, 1o the exten! that such assistanca |s granted by Koshika Foundation. If the requested assistance & not granted
by Hoshika Foundation, in part or in full, then the Hospital reserves i's night todmake up the shortfall from another NGO or any other source. This
eonfirmation essentinlly states that the Hospital will net avail any duplicate astlstance for the same patient/case from any other NGO or any other ssurce
2) The assistance from Koshika Foundaton i anly financial in nature. The chaloe of the troaimentprocedure advised/conductad by the Hospital on the
patient, is based on the arangement batwasn the patient & the Hospital, and 8 in no way influanced by Koshika Foundafion. Hence, the Hospital will

nssume sole & complete responsibllity of the treatmaent & it's outcomo & safaty of the patient. and Koshika Foundation will have no role or responsibility
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